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lobular prostatitis may develop in and be confined to the anterior lobe. 
He observed it in one case. It may cause prostatism without enlarge¬ 
ment of the organ, intravesical herniation or complete false capsule 
formation. In these suprapubic prostatectomy is difficult and dan¬ 
gerous. Its success depends on the presence of advanced hypertrophy 
due to chronic lobular prostatitis. The recognition of this clinically 
is frequently very difficult. In the advanced type the urinary tract 
and general health have usually suffered serious damage from the 
disease. It is therefore justifiable to delay operation in an early case 
of chronic lobular prostatitis in order to permit of the gland under¬ 
going those hypertrophic changes that facilitate its easy removal by 
suprapubic prostatectomy. The mortality attending suprapubic 
prostatectomy is mainly due to the impaired health of the patient 
prior to operation. The actual cause of death in such cases is usually 
a local infection arising out of the wound inflicted. The operation of 
prostatectomy by blind eneucleation is unsuitable in cases of pros¬ 
tatism due to other causes than advanced chronic lobular prostatitis. 
Perineal prostatectomy is a most suitable operation for such cases. 
Perineal prostatecomy permits the removal of the disease when its 
presence is diagnosed in all cases. It is, therefore, at present the opera¬ 
tion that offers the best prospect of further advance in the treatment 
of prostatism. For its successful performance an accurate knowledge 
of the anatomical structure and relationships of the prostate is neces¬ 
sary as well as an understanding of the pathology of the disease. The 
suprapubic transvesical route by visual dissection offers the prospect 
of developing into a method of treating prostatism that may ultimately 
warrant its adoption in a large number of cases. Chronic interstitial 
prostatitis is best treated by division and removal of the constriction 
by the transurethral route. Prostatic carcinoma may be in an early 
case clinically indistinguishable from hypertrophy due to chronic 
lobular prostatitis. This fact is therefore a further reason for early 
operation in all such cases. Prostatic carcinoma when recognized 
clinically may be successfully treated by excision of the gland in suit¬ 
able cases. 


Operative Intervention in Cystic Disease of the Kidneys.— Mickani- 

ewski {Jour, cl' Urolog., 1914, v, 603) says that because cystic degen¬ 
eration of the kidney is usually bilateral the treatment should be con¬ 
sidered as palliative and not curative. It is indicated in intolerable 
pain, suppuration of the cyst, persistent hematuria, hydronephrosis, 
displacement of the kidney, and anuria. The function of the supposedly 
good kidney should be proved to be good by catheterization of the 
ureters and examination of the urine from each kidney. If the function 
of one kidney is good, one is justified in doing a nephrectomy. In 
cases with complications, as suppuration of the cyst, impossibility of 
fixing a movable kidney, or very abundant and persistent hematuria, 
no other method of treatment is to be employed. If the kidney supposed 
to be damaged is considered incapable of performing the whole urinary 
function, or if the kidneys are simply polycystic, conservative opera¬ 
tions are indicated. In case of a suppurating kidney, nephrectomy alone 
can be employed, but it should be done only if it is absolutely necessary. 
It should never be done in the presence of anuria. If there is a dis- 
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placed, large movable kidney, nephropexy should be done and at the 
same time decapsulation with excision of the cysts. In all other cysts, 
punctures and incisions of the cysts should be rejected, and the pref¬ 
erence given to partial nephrectomy or, better still, decapsulation with 
excision of all the cysts. 


A New Symptom of Fracture of the Patella, with a Contribution to 
the Treatment. — Dreyer ( Zentralbl. f. Ckir., 1914, xli, 931) calls 
attention to an interesting observation in a case of fracture of the 
patella with a considerable separation of the fragments. He applied 
an extension apparatus with adhesive strips on the Buck principle. 
The adhesive strips were applied only from the thigh down to the knee, 
but not over the line of fracture, so that the traction was applied only 
to the thigh and upper fragment of the patella. He found that with 
active traction the patient could raise the whole limb, extended at the 
knee, but this was impossible as soon as the traction was removed. 
This proved that the lateral expansions of the quadriceps aponeurosis 
at the knee were not torn, as one would have supposed them to have 
been torn in an ordinary clinical examination. The fracture was 
treated conservatively with this traction apparatus in action. After 
twenty-eight days, with the knee fixed for precaution, the patient 
could walk about. Eight weeks after admission he could flex the knee 
to an angle of 40 degrees, could raise the whole limb fully extended at 
the knee, and could walk up and down steps without support. The 
Roentgen ray showed that the separation of 1 cm. at the time of fracture 
had been reduced to 2 mm., and the clinical examination showed firm 
bony union. Dreyer believes that with the aid of this symptom 
(desscribed above) we can diagnose the preservation of the lateral 
expansions of the quadriceps aponeurosis and thus decide between the 
cases which must be operated on and those which may be treated 
conservatively. 


The Technique of Gastrectomy. — Finsterer ( Deutsch . Ztschr. f. 
Chir., 1914, cxxviii, 564) says that in all cases of carcinoma and very 
small tumors near the pylorus all of the lesser curvature of the stomach 
to the esophagus should be excised in order to remove the whole lymph- 
node region of the lesser omentum. The anastomosis between the 
stomach and duodenum should be made by lateral implantation of 
the first loop of the jejunum as close as possible to the plica duodeno- 
jejunalis. By suturing the edges of the opening in the mesocolon to the 
gastric stump the anastomosis itself is made to sink into the free peri¬ 
toneal cavity. For the closure of the duodenum it is sufficient to ligate 
the crushed stump and invert it by a purse-string suture. When the 
carcinoma encroaches upon the right wall of the esophagus the suture 
of the latter can be secured by surrounding it, as by a wrist-band, with 
folds of the fundus of the stomach. Whether a carcinoma is operable 
or not, it can be decided only by an exploratory laparotomy and a 
persistent effort at mobilizing the tumor, since the latter can become 
fixed by old inflammatory adhesions. The enlargement of the regional 
lymph nodes up to the esophagus does not contra-indicate resection, 
because the nodes on the one hand are not of necessity carcinomatous 
and on the other hand by this method can be completely removed. 



